Abstract: An influenza immunization program on General Medicine inpatient and outpatient units immunized a greater proportion of patients than did physicians on medical subspecialty units. Many patients hospitalized with influenza and other respiratory conditions had been discharged earlier in the year or seen in outpatient clinics. Previous hospital care may be a useful marker for identifying many high-risk patients who could receive influenza vaccine in organized programs for hospital-based immunization. (Am J Public Health 1983; 73:442-445.)
The US Public Health Service recommends that influenza vaccine be given to high-risk individuals annually.' Except for the swine influenza immunization program in 1976, however, only 20 per cent of the high-risk population has been immunized each year.2.3. Approximately 80 per cent of those who are immunized receive vaccine in the office practice setting. 3 Little is known about the use of influenza vaccine in hospitals; very few community and teaching hospitals have organized programs for immunizing their patients.4 Twenty years ago, a national survey revealed that at least 20 to 30 per cent of those who died of pneumonia and influenza had been previously discharged from a hospital in their last year of life,5'6 suggesting that previous hospital care might identify persons at increased risk for serious or fatal influenza infection. It also suggests that immunization in the hospital setting might be a useful approach for delivering influenza vaccine to high-risk patients.
In 1976, the University of Chicago Hospitals and Clinics (UCHC) conducted a swine influenza immunization program for inpatients and outpatients.4 In 1977-78, the immunization program was continued on the General Medicine (GM) but not the medical subspecialty inpatient services and outpatient clinics. This report compares the experiences on these units. In addition, the patterns of previous hospital care of persons with laboratory-confirmed A/Texas/77 influenza, pneumonia, and other respiratory illnesses are described.
Methods
The GM immunization programs were conducted during a ten-week period beginning December 5, 1977 . Following a specific protocol, nurses were instructed to offer influenza vaccine to all GM inpatients at the time of discharge. On medical subspecialty wards, immunization required a physician's written order. Immunization was closely monitored by checking program records on the wards and in the inpatient pharmacy. In the General Medicine Clinic (GMC), secretaries asked patients whether they wished to be immunized, recording the answer on a form attached to the chart. Following the same protocol, nurses were given primary responsibility for offering vaccine. Injection records kept by clinic nurses documented whether medical subspecialty clinic physicians ordered vaccine.
Evidence of previous hospital inpatient and outpatient care and recent influenza immunization was obtained from the medical records of adult patients admitted with influenza to inpatient units at both UCHC and Rush-Presbyterian St. Luke's Medical Center (RPSL). In all cases, the diagnosis was confirmed by virus isolation: a fourfold rise in complement fixation (CF) antibody titer in paired sera, or a single CF antibody titer of 2 1:64 in patients with clinical illness typical of influenza. Similar information was obtained for UCHC General Medicine patients admitted with pneumonia, In the GMC, secretaries offered influenza vaccine on 1,840 (74 per cent) of 2,492 patient visits. A 25 per cent random sample indicated that 78 per cent of patients had high-risk conditions. In all, 713 GMC patients received influenza vaccine, 126 who were immunized following physicians' orders before the program began, and 587 who were immunized by clinic nurses during the program period (Figure 1) .
In medical subspecialty clinics, only 54 patients were immunized, although 2.7 times as many clinic visits were made to subspecialty clinics as to the GMC. An epidemic of A/Texas/77 influenza had no effect on the immunization practices of subspecialty clinic physicians. Patterns of previous hospital care among patients hospitalized with influenza, pneumonia, and chronic pulmonary conditions during the epidemic period are given in Table 2 .
Ninety-two per cent could be classified as high-risk. Overall Our experience indicates that recent hospital inpatient or outpatient care may identify many high-risk persons,'6 and that few medical patients admitted during influenza epidemics have received influenza vaccine.'7 As recently suggested for pneumococcal vaccine, '8"19 hospital-based immunization with influenza vaccine could also make an important contribution to the prevention of influenza. To be effective, however, it will be necessary to have organized institutional programs for offering the vaccine to high-risk patients.
